being evaluated. Sometimes this is not possible and the population studied must serve as its own control by showing changes over the course of time. Because of the difficulties involved in delimiting comparable populations, the latter method is easier.
T H E C O U N TY Dutchess County is located about 90 miles north of New York City, halfway to Albany, and is one of a strip of counties lying between the Hudson River and the Connecticut border. Its population is a mixed urban-suburban and rural one, currently estimated at a trifle over 190,000 by the Office of Biostatistics of the New York State Depart ment of Health.
Nearly 90 per cent of the population of the county resides in a fairly compact area along the river, the traditional line of communica tion. The railroad and the highway pattern have followed the same Hudson River Valley which provided the earliest transportation route. Most of the population lives within half an hour's drive of the Hudson River State Hospital, which is located in the outskirts of Poughkeepsie, the densest population concentration in the county.
There are other psychiatric facilities in the county. The Harlem Val ley State Hospital, with approximately 5,000 patients, lies on the eastern border of the county near the Connecticut line. While it is within the county, most of its patients are not of the county, in that most of them are admitted from Westchester County and New York City. In 1959, Harlem Valley State Hospital received less than 10 per cent of the Dutchess County mental hospital admissions. Its hospital staff are additional resources, especially for some outpatient work in the com munity.
Near Harlem Valley, also in the eastern part of the county, is the Wassaic State School for the Retarded, with over 4,000 patients. They also carry on some community activities in addition to their inpatient work.
There is an All-Purpose Psychiatric Clinic centered in Pough keepsie under the auspices of the County Mental Health Society, financed jointly by the county and by the state under the New York State Community Mental Health Services Act. It functions as most such clinics do, and it has all the usual problems and policies, includ ing a lengthy waiting list.
There are four voluntary general hospitals, none of which had any psychiatric beds until one of them began to operate a small unit in October 1962.
The sheltered workshop in Poughkeepsie admits no psychiatric patients at present. There are no municipal hospitals, no county or city hospitals that provide anything equivalent to Bellevue in New York City or Meyer Memorial in Buffalo.
The Hudson River State Hospital currently cares for a little under 5,500 patients. In 1958-59 it admitted 1,543 patients, of whom 453 were Dutchess County residents. This hospital serves a long narrow district of eight counties, stretching from Lake Champlain to the border of New York City.
It is a fairly old hospital, opened in 1871, and is a museum of American asylum architecture, with buildings scattered over a thousand acres, stretching roughly four and one-half miles from one end of the grounds to the other.
The hospital was organized on the traditional American pattern of services filling specialized functions. There was one central reception service to which all new patients were admitted, a tuberculosis service, an infirmary service, a diabetic service, and a specialized building for 750 regressed female patients. Indeed, there even used to be a special building for disturbed and suicidal patients. While that has been largely broken up, the hospital continues to have whole wards and whole buildings designed to take care of one particular behavior classification.
THE SERVICE PROGRAM
The Dutchess County Unit was set up within Hudson River State Hospital in January 1960, to provide a comprehensive and integrated treatment service for the mentally ill of Dutchess County. The concepts underlying this emphasis on decentralized, integrated, small, open and community-centered services providing flexible and continuous care can be traced through a series of Milbank Memorial Fund conferences.4"14 The participants believed that this type of service repre sented a needed change from traditional patterns, one which would result in better and more humane care for the psychiatrically ill, improved acceptance of mental illness by families and the community, and the avoidance of adverse effects of institutional residence.
THE GOALS
The main rationale for the unit was summarized as follows by Robert C. Hunt: " While we do not have the knowledge to enable us to prevent the occurrence of serious mental illness, we do have on our hands an enormous burden of disability associated with psychotic mental illnesses." 5 Elsewhere, he emphasized that this disability is only partially intrinsic to the illnesses and that multiple extrinsic factors, originating in traditional cultural attitudes toward the mentally ill, produce further disability. Erving Goffman has vividly described the adverse effects which may result from confinement in a total institu tion,15 and D. V. Martin16 and Russell Barton have offered clear clinical descriptions of the disability known as " institutional neurosis." 17 The American Public Health Association's (APH A) Guide to Con trol Methods for Mental Disorders18 groups the secondary effects re ferred to by Hunt under the heading of " social breakdown syndrome." This syndrome " is one type of mental malfunctioning which occurs in many different chronic mental disorders, particularly schizophrenia, mental retardation, and various organic psychoses . . . it is responsible for a very large part of the institutionalized mentally disordered and for much of the other forms of extreme social disability seen in these illnesses. This form of mental reaction, in the presence of mental dis orders, is largely a socially determined reaction pattern which the com mittee believes can be identified as a major target for community mental health programs today."
The APHA Guide describes the social breakdown syndrome as follows:
Many mental disorders, particularly the psychoses, both functional and organic, are frequently accompanied by distortions of personality functions which are associated with more or less severe destruction of the affected person's social relationships. These reactions can be viewed as following one of three patterns, (a) withdrawal, (b) anger and hostility, (c) combinations of these two. W hile we are ignorant re garding some features of this syndrome, clinical experience has shown that the frequency of the syndrome depends upon the social setting and the way in which other people and social institutions, including medical facilities respond to the underlying disorders. . . . The out standing advances in the control of mental disorders in recent years derive from the gradual recognition that this syndrome can be pre vented or modified.
The Dutchess County psychiatric service was explicity intended to reduce the secondary disability associated with mental illness in the population of the county. This is the setting for the evaluation re search: a comprehensive community-oriented unit whose objectives are to provide continuous, flexible psychiatric care for the population of Dutchess County in such a way as to reduce secondary disability among the mentally ill people of that community.
Indices of Success
How should the evaluation of this service be conducted? We have not been concerned with what Hutchinson19 describes as the inter mediate objectives of technique. It has not been part of our function to question whether the Unit provided adequate, comprehensive, flexible, and continuous service. We have been concerned with its ultimate objectives, the reduction of secondary disability.
What are the appropriate bookkeeping measures for such an opera tion? Hospital admission and discharge rates are not good indicators of achievement. The Unit was specifically planned to encourage free access to the hospital by the community-in contrast to the Worthing Experiment,20,21 there was slight emphasis on avoiding hospitalization. Ease of admission or readmission was a stated policy, and this easy admission was to be accompanied by early evaluation, treatment, and return to the community. Early release, even when active symptoms remain, was expected, with easy and informal return to the hospital.
Clearly a unit which facilitates easy return may expect a rising re admission rate, and such factors as increasing community acceptance may result in a rising first admission rate. The percentage of admis sions that become cases of long-term hospitalization might be ex pected to remain static, or even to fall, in spite of no change in the rate with which cases with such an outlook arise in the population of Dutchess County. This could occur because rising admission rates can be expected to include a growing proportion of mild cases with favorable prognosis.
Twelve months5 continuous retention is a convenient definition of long-term hospitalization. Since the population served by the Dutchess County Unit has been clearly specified, this population provides the appropriate denominator for computing an annual incidence rate of long-term hospitalization. The incidence of long-term hospitalization per 100,000 population served by the Unit can be used to measure the Unit's achievement. However, even this rate could be manipulated by administrative actions to conceal the presence of chronically dete riorated patients. Repeated short-term discharges may prevent enum eration of some of the patients as cases of continuous hospitalization.
A more direct approach to the evaluation of results of the new ser vice is the effect on the incidence and prevalence of severe chronic social breakdown syndrome (SCSBS). Does the function of the unit reduce the incidence and prevalence of severe chronic social break down syndrome in the community?
How can we determine the frequency of social breakdown syndrome in the community? Can an operational definition be devised which can be used for case identification in the community and in the hospital? The characteristics of the syndrome have been described in a number of papers and discussions.
T H E METHOD Using these criteria described for identifying a case of severe social breakdown syndrome, we would like to determine the point prevalence of this syndrome in the entire population at risk. However, to ques tion every resident of Dutchess County was beyond our resources. We chose to examine that segment of the population believed to be at greatest risk of developing secondary disability associated with psychia tric illness. It was assumed that almost all those who suffer from severe chronic social breakdown syndrome associated with psychotic disorder at some stage become hospitalized.
It was, therefore, decided to prepare a register of all Dutchess County residents who had sought psychiatric treatment after April 1, 1955 at Hudson River State Hospital, Hudson River State Hospital Day Care Center, the All-Purpose Clinic, Veterans or registered pri vate hospitals. Preliminary studies soon revealed that the yield of cases of severe social breakdown syndrome was small among those currently or formerly hospitalized and virtually nonexistent among those who had received only outpatient services. Also, the characteristics of those using only outpatient services were very different from those hospital ized, with few psychotic patients in the former group, most of whom were still functioning in jobs and maintaining a role in the com munity.
As a result of preliminary experience, it was believed that a close approximation to the prevalence of severe chronic social breakdown syndrome in the population would be obtained by using hospitalization at any time since April 1955 as a screening device to determine who should be interviewed.
Several decisions were made regarding the method for measuring the prevalence of chronic disability due to mental disorders in the popula tion of Dutchess County. Psychiatric hospitalization since 1955 was to be used as the first screen. Then the level of disability of every person in this group must be appraised at one point in time. But abilities and disabilities are not manifested in a moment of time. An individual's functioning in relation to himself and to his immediate and larger social environment is manifested over a period of days; one cannot appraise the disability of a person who is sleeping. A man who is dis turbed and aggressive has moments of rest and tranquility. Variations in functioning under ordinary living conditions are important. A 24-hour appraisal is inadequate since certain work, recreational and social functions do not occur every day; therefore, the concept of a point in time was modified to consist of a week of time-seven con secutive days.
Organizing Data Gathering
To ascertain the level of disability of each individual in a large group during an arbitrarily selected single week would have made de mands on personnel which we were unable to meet. Since, however, the week of the individual's life which was to be used to sample his level of functioning or disability was to be arbitrarily chosen, using dif ferent weeks for different people would not be expected to affect the results, provided each person's week was randomly assigned.
Since the population to be screened was defined as those individuals who were registered as having been in a psychiatric hospital at some time since 1955, the register was divided into 10 groups. Each individual was allocated to a group on the basis of the terminal digit of his state identification number (or, when this was not available, the first hos pital number assigned to him ). Each group (10 per cent o f the register population) was assigned to a unique five-week period during which each member of the group was to be screened for the presence of severe social breakdown syndrome. The interviewer was instructed to ascertain the patient's level of performance in the seven days prior to the interview.
This method spread the work out in time. Since each interview dealt with the seven days immediately preceding the interview, recall error was reduced, and since the whole register population was included, sampling problems were avoided. The groups were a device to spread the work load randomly.
The resulting point prevalence of severe social breakdown syndrome forms the basis for determining the incidence and prevalence of chronic severe social breakdown syndrome (see Appendix 1) . Any individual identified as exhibiting the severe social breakdown syndrome is re examined to determine the time of onset of this spisode of disability. Each 10 per cent register group produces its own cases of chronic social breakdown syndrome. Summing up the results from all the groups gives a more reliable estimate of point prevalence and annual incidence rates.
Ideally, these measures would be obtained annually over a number of years and the changes in prevalence and incidence related to the community program. By January 1963 the methods of case ascertain ment were developed to an adequate level. Data were gathered during the subsequent 15 months.
Through our follow-up procedures we have identified all cases of severe social breakdown syndrome who were, at the time of their interviews, or became in the 12 months following, examples of chronic severe social breakdown syndrome. For each such case of chronic severe social breakdown syndrome we have identified the year of onset. By " onset5' we mean the year in which the individual first met the criteria of severe social breakdown syndrome, whether or not he was in treatment. FINDINGS 
1.
At the time of preparing this paper, the five groups scheduled for interviewing between January 1 and June 30, 1963, and the three groups scheduled for interviews from January through March 1964 had been followed sufficiently to enable us to make preliminary estimates regarding the average annual incidence of severe chronic social breakdown syndrome among Dutchess County residents and to provide some evidence as to whether the anticipated decline in annual incidence has, in fact, occurred.
The first five groups scheduled for interview in 1963 provide a direct measurement of the annual incidence during the 12-month period immediately preceding each scheduled interview. For each case of severe social breakdown syndrome found to prevail during the week preceding the interview, data were obtained regarding the time of onset of that episode of severe social breakdown syndrome. If onset was less that 12 months previous, the case was then followed until it had either lasted for over 12 months or had terminated. Cases lasting over 12 months following the onset date were counted as chronic cases. Consequently all cases with onset during the prior 12 months which lasted 12 months or longer theoretically were counted. (Persons who were not interviewed, persons who succeeded in deceiving the interviewers regarding their functioning, and persons who had de veloped the chronic severe social breakdown syndrome without having been registered as having inpatient psychiatric treatment since 1955 were not ascertained. They remain potential sources of error.)
These five groups yielded 24 cases of chronic (over 12 months) severe social breakdown syndrome with onset during the 12-month period prior to the time when each was scheduled for a 1963 inter view. These 12-month intervals started as early as January 1, 1962 and as late as June 30, 1963. Since these five groups were presumably not different from the five groups scheduled for interview in the last half of 1963, we may estimate that twice the number of chronic cases, or 48 cases, will emerge from analysis of the whole list of present and former inpatients whose first psychiatric contact occurred between 16 and 64 years of age. Since the estimated population aged 16 to 65 years of age in the study area is about 100,000, we conclude that the annual incidence of chronic severe social breakdown syndrome was in the neighborhood of 48 per 100,000 in 1962.
The annual incidence in the previous two years was not measured directly, since 1963 was the first year for which the register population was interviewed. At the time of interview in 1963 these same five groups yielded 21 chronic cases with an onset in the calendar year 1960 and 20 cases with onset in 1961.
From these remnants of the chronic cases starting during 1960 and 1961 it is possible to estimate the number of new cases which arose in those two years, if certain assumptions are made.
Some episodes of chronic severe social breakdown syndrome must terminate in their second and third year of existence. Some cases die, some recover, some may even migrate out of the population. In order for 21 cases with onset in 1960 to remain, a larger number of episodes of one year's duration must have started in 1960, for each one found in 1963 had lasted two and one-half to three and one-half years. Those with onset in 1961 had lasted one and one-half to two and onehalf years at the time they were found.
An estimate of the rate at which chronic cases terminate can be de rived from data for cases prevailing in the three groups interviewed from January to March 1963. The status of these cases is available through March 1965. 1963) . O f these, at least seven had terminated within a year after finishing the first 12 months' continuous low-level functioning.
From these data one can infer that about a third of the chronic cases terminate within a year after becoming chronic, and that over a two-year period their number is about halved.
Since 21 and 20 cases with onset in 1960 and 1961, respectively, remained at interview January through June, 1963 for the five groups, the number starting chronic episodes in those years must have been considerably higher, at least 30 and perhaps 40-45 in each year. Con sequently, the 24 new cases observed with onset in the 12 months prior to the 1963 interview dates were at least matched in 1960 and 1961, and are more likely to have been exceeded by one-third or more, even twice as many. Table 2 ) with the diagnostic categories of the 62 chronic severe social breakdown syndrome cases prevailing in 1964 (three 10 per cent groups), some interesting suggestions emerged.
On comparing the admission figures during the period April 1960 to March 1962 (Patton's
Fourteen per cent of the patients admitted to the hospital were diagnosed as psychoneurotic, yet none of these was retained contin uously in the hospital for more than 12 months and no case of CSSBS was found in this diagnostic category. Affective psychosis accounted for 9.4 per cent of admissions, and only 3 per cent of these experienced 12 months continuous hospitalization, accounting for 2 per cent of all those who had such experience. Affective disorders accounted for 4.8 per cent.
On the other hand, schizophrenia accounts for 10.7 per cent of all admissions; 5 per cent of these patients experience a 12-month episode of hospitalization, making up 4.3 per cent of those who did so. Despite this low retention rate, schizophrenia accounts for 40 per cent of those who become cases of chronic severe social breakdown syndrome.
DISCUSSION
First, cases of recent incidence should be well represented in cur rent prevalence, while cases with onset in earlier years would tend to be less well represented because some will have recovered, some will have emigrated, and some will have died. The population listed in the county register increases every year because of rising mental hospital admission rates. Consequently the probablity of a case of chronic severe social breakdown being missed because of absence from the register is presumed to be decreasing.
Second, since the number of chronic severe social breakdown syn drome cases found by this procedure is exceeded by the number of people scheduled for interview but not interviewed, it is possible that newer cases avoid interviews more successfully than long-standing cases. From what knowledge we have about the uninterviewed cases, we do not believe that this has occurred but the possibility cannot be eliminated.
Third, the assumptions made about termination rates (compounded of recoveries and deaths) derive from experiences in the later years of the project. It could be that recovery rates have improved and that, in fact, there were not so many new cases arising in 1960 and 1961 as we have estimated.
Fourth, a small proportion of cases has required the exercise of judgment in assigning a time of onset to the episode from the avail able evidence, and a smaller proportion has required judgment be cause the evidence available described an individual whose functioning was very close to the specified boundary line. It is conceivable that a systematic bias toward assigning earlier years of onset or toward accept ing a case as severe if its onset was earlier has entered into these judg ments, despite earnest efforts to eliminate any need for such judgments and our impression that no such bias existed.
The evidence that the Dutchess County Service Program develop ment corresponded in time with a decline in incidence of severe social breakdown syndrome does not provide proof that this service develop ment actually produced a lower incidence of this serious condition. It is possible that a general secular trend is occurring throughout the country and that the demonstration services simply coincided with this falling incidence. Judgments on this possibility will vary, but further evidence on which to base such a judgment will depend on obtaining comparable evidence regarding the incidence of chronic severe social breakdown syndrome in other populations, preferably similar popula tions with quantitatively adequate services not organized in the inte grated fashion used in Dutchess County.
Fifth, diagnostic groups at admission to hospital show different risks of subsequently developing SCSBS, and these risks do not correspond to the risks of becoming long-term hospital cases. It is of particular interest to note that schizophrenic cases account for less than half the SCSBS cases, organic psychoses accounting for about one-fourth, and the other cases arising from other miscellaneous diagnostic groups. These results indicate that further analysis of the data in terms of relative risks of different diagnostic, age, and sex groups, and in people who came to the hospital from different parts of the county would be productive.
CON CLUSIONS
1. The Dutchess County Service expected to reduce the rate at which new cases of certain forms of long-term severe social deteriora tion would occur as a result of severe mental disorders.
2. This objective was translated into researchable terms by setting up criteria for ascertaining the prevalence and incidence of chronic severe social breakdown syndrome.
3. The evidence suggests that the annual incidence of this condi tion in non-geriatric adult patients stood at about 50 per 100,000 toward the end of 1962, and that it had been higher in 1960 and 1961, perhaps as much as twice as high.
4. Technical weaknesses in the studies could conceivably have pro duced these findings, but it is believed that they reflect a true decline in incidence during the demonstration project.
5. It is possible that the declining incidence of chronic severe social breakdown syndrome would have occurred without the demonstration services.
6. Further data and data analysis will make it possible to provide incidence measurements of greater precision.
7.
Evidence regarding a widespread downward secular trend in the incidence of such disorders can come only from investigations in other populations.
APPENDIX SOME DETAILS OF T H E D U TC H E SS C O U N TY REGISTER AND SAM PLING PROCEDURES

The Initial List
In October 1959 the Hudson River State Hospital census of patients was scrutinized for Dutchess County residents and an entry in the register was made for each person found. Those who were in the chronic services and a set of matched controls formed the basis of the cohort study, which is dis cussed in another paper.
Subsequent Hospitalizations
The hospital admissions and discharges from April 1, 1955 to January 1, 1960 were searched for patients discharged to a Dutchess County address or who gave a Dutchess County address on admission. Since early in 1960 admission and transaction records were made on all Dutchess County residents. The same three steps were taken at Harlem Valley State Hospital and these entries, too, became part of the register. The Veterans Administra tion hospital near Peekskill receives the bulk of Dutchess County residents using Veterans Administration facilities. County residents as of January 1, 1960 were listed, and all subsequent admissions and discharges of Dutchess County patients were reported to the register.
One county general hospital, St. Francis Hospital, opened a 16-bed psy chiatric unit on October 9, 1962 and up to March 31, 1964 admitted 190 patients of whom 86 were already known to the register. These patients were, on the whole, less psychiatrically ill than those admitted to the state hospital, were more often admitted for purposes of investigation, and were more often short-stay patients.
The Day Care Center of Hudson River State Hospital was established in 1956 as a pilot project by the Department of Mental Hygiene and was intended to offer day treatment facilities to patients whose illness was of such severity that admission to the hospital would be the alternative. A d missions of Dutchess County residents were gleaned from the records of this center and were entered in the register on an ongoing basis.
It is known that very few county residents are admitted to private insti tutions and most of those who are go to a state licensed hospital in an ad joining county. Relationships with this hospital and its staff were good but our approach to follow-up this group has been cautious. We propose to review the number involved when these are reported to us by the state.
A small number of Dutchess County residents are admitted, for a variety of reasons, to other state hospitals. Arrangements were made for such pa tients to be reported to us, but technical difficulties have delayed this. At present we do not know about such patients if they were never in Hudson River State Hospital or Harlem Valley State Hospital.
Outpatients
Finally, the termination records of the local All-Purpose Clinic were added to the register beginning on January 1, 1963. The diagnostic categories and demographic characteristics of this group of patients were very different from those of other sources reporting to the register. Their patients were younger and were largely functioning in their job roles in the community. W e were advised by clinic staff that psychotic patients were almost invariably referred to the state hospital for admission. These reporting sources then made up the Register of Dutchess County patients under psychiatric care since April 1, 1955. Only patients exclusively under the care of private practi tioners were omitted, and we have good reason to believe that these do not constitute a high risk group for the development of social breakdown syn drome. Our early field trials produced few examples of the syndrome among former patients in the community and none among those who had never experienced hospitalization. In view of this finding and of the marked dif ferences in the populations involved, it was decided to omit from the inter view program those patients whose only contact was with the All-Purpose Clinic or a private physician.
The meticulous attention to detail required to maintain this register, with the constant need to correct inconsistent reports and to detect the multi farious ways in which errors can arise make considerable demands upon staff.
In our experience a single master file is essential to the operation, as is the need for precise definition of terms and standards.
Residence
Definition of population presents some problems. For registration purposes we have taken the actual county boundaries but definition of some people's residence presents other problems. Hospital and clinic records often assign individuals of doubtful residence to the place where their journey to the hospital began. Street addresses of police stations, jails, transient accom modations, or general hospitals can be deceptive and the records of indi viduals assigned to such addresses have to be examined to determine their true residential status. In making rules it has been assumed that everyone in the United States is either a resident of some county or is a transient with no residence.
Students, people with multiple residences, people in familial limbo, and institutional residents present problems of definition. In cases where ambigui ties arise we take the view that residence is where the patient believes his home is, and that this is usually a place where he has continuing emotional ties and would go if he became ill or otherwise unable to care for himself.
Clearly the transient population is of considerable importance in planning community facilities but this segment of the population is unlikely to be modified by long-term preventive measures based on the stable resident community.
" Simple Alcoholism"
A special group within the community and one containing a high tran sient population is made up of those admitted to the hospital with a primary diagnosis of chronic alcoholism or psychosis due to alcohol. The Dutchess County Unit offers no special treatment for this group of patients and the clinical staff believe that within the framework of the Unit these alcoholics are not likely to benefit from the services available and that deterioration in such patients would not be prevented by the Unit. These patients are, there fore, not interviewed unless there is a record of associated organic psychosis or of another psychiatric diagnosis. Registration of all alcoholic patients is, however, maintained.
Children
The Dutchess County Unit has no provision for children under the age of 16 years; consequently such patients were registered but not inter viewed until after they reached the age of 16.
The register's master file contains the standard statistical record from the hospital or clinic and some additional information obtained from the medical record. The file contains the names of relatives and friends who are aware that the patient has had psychiatric treatment, since it is im portant that our interviewers have some contacts which might help them to trace a patient without inadvertently revealing the psychiatric contact to anyone not already aware of the fact. Information on associated conditions which may complicate the interview such as deafness, language barriers, etc., are also noted.
Drawing a Group for Interviewing
The register is broken into ten random 10 per cent groups on the basis of the terminal digit of the first register contact record number. Each person is assigned to one and only one of these groups. The term " group" is used here to avoid the implication of sampling with its problems of error and bias. The division into groups is a device to spread the work load, and while each group can be regarded as a sample, the research design calls for con sideration of all ten groups-the whole register population.
When a group is drawn, eligibility of each individual for interview is then considered. Patients who have died or emigrated from the county are ex cluded. Deaths were identified by daily checking of obituary columns in the local press, notifications from the public health department, and other sources in the community. Emigration from the area was usually established following an attempt to contact the former patient but sometimes the local press and community contacts provided this information. Tracing transients is difficult. Those whose tenuous roots are in the county can sometimes be interviewed in freight yards or transient accommodations. Patients still in the hospital and those with a family home in the county present little difficulty. But the interviewing force was severely taxed to trace others who were not at the address given on their admission sheet. This " not located" group consituted a sizable segment of our early field trials, and it became clear that the group used up a large proportion of interviewer time.
One segment of the register in which time could be saved without serious loss of information were individuals whose first psychiatric contact occurred after they had reached the age of 65 years. It was determined in field trials that the incidence of severe social breakdown syndrome was high enough in this group to obtain an adequate measure from a 50 per cent sample of them. Many ascertained as examples of the syndrome were manifesting terminal or irreversible organic change. Furthermore, there was good reason to believe from a number of studies (Kay, et al.22' 23 Gruenberg24) that only a small proportion of elderly people with chronic severe social break down syndrome would have had a psychiatric contact. The data gathered on this group, therefore, are of less value.
Finally, we had to consider the situation in the eastern townships of the county. The four easternmost townships contain 12 per cent of the population and are cut off from the main mass of the county by a range of high, thinly populated hills. These townships are largely rural farm country. The main employers are Wassaic State School and Harlem Valley State Hospital. Residents here tend to seek many services in nearby Connecticut, and the psychiatrically ill mainly use Harlem Valley State Hospital, hence they would rarely get the benefits of the Dutchess County Unit at Hudson River State Hospital. Difficulties in traveling, the scattered small communities involved, and the fact that the people in these townships were not exposed to the effects which might be generated by the Dutchess County program led to a redefinition of the population to be studied. The population of these townships could be clearly defined and excluded from all Dutchess County census statistics. W e decided that the time involved in seeking out cases in these distant parts of the county could be more usefully employed in attempting to reduce the group of former patients listed as " not located."
In summary, all patients who were residents of, or homeless transients in, Dutchess County and who sought psychiatric treatment from other than a private practitioner were entered in the Dutchess County Register.
Former patients were interviewed in their homes by a public health nurse from the County Health Department, a member of the Visiting Nurse Service of Poughkeepsie, or one of our special interviewers. The latter were mainly staff of the Public Health Department or of the hospital who were willing to undertake evening or week-end work on an overtime basis.
Patients still in family care homes or on convalescent care were usually interviewed by the hospital social worker responsible for their supervision.
All of the personnel involved in data collection were given both verbal and written instructions on the use of the questionnaire. In addition, regular sessions were arranged for general discussion of interviewing techniques and similar problems, and members of the research staff were always avail able for consultation.
Patients located in other institutions were interviewed there, unless they had ceased to be county residents.
Despite these procedures, there remained some patients who simply could not be traced after they left the hospital.
The interviews in the community were always conducted with the former patient unless the patient was unable to communicate, in which case some one in close daily contact was used as informant. The questionnaire was addressed to the interviewer who was required to inquire into each area of behavior. There was no standard interview method. Each interviewer had to use his or her own judgment in approaching any particular individual or any particular question.
Prevalence and Incidence Measurements
Thus in each group, that is, each 10 per cent group of the register, each individual was assigned a grade of 0, 1, 2, 3, 4, or 5. Those with a score of 0 through 3 were regarded as examples of severe social breakdown syn drome. Their records were examined to determine the date of onset of this disability, and if these records proved inadequate, the patient or those caring for him were reinterviewed in order to obtain this additional information. A case which had, at the time of interview, already been at the severe social breakdown syndrome grade for 12 months or more was labeled " chronic severe social breakdown syndrome." Cases with onset within the previous 12 months were followed to termination of the epsiode ( " acute" ) or until the duration exceeded one year ( " chronic" ).
The " point prevalence" measure obtained by examining each of these groups was thus a " point" of one week's duration. The particular week was not the same for each individual.
An annual incidence of chronic severe social breakdown syndrome was measured for each 10 per cent group, since at the point of pickup each case of severe social breakdown syndrome was sorted as " acute" or " chronic," and each case with onset during the prior 12 months was identified. This annual incidence, however, did not correspond to a particular calendar year. These measurements led to estimates of the " 1963" incidence derived from cases of chronic social breakdown syndrome identified in 1964 but which began at varying times in the period 1962-1963; the " 1964" incidence cases similarly originated in the period 1963-1964. Chronic cases identified in 1963, that had been continuously disabled since 1962, were allocated to the calendar year in which their disability began.
